THE DIVISION OF HEALTH OF MISSOURI

] PUEDFEB 23 1949  STANDARD CERTIFICATE OF DEATH e Pl Mo oo
BlR.TH NO. — REG. DIST. IIO;ES I i ‘ PRIMARY REG. DIST. JOO 3 Registrar's No_]..'o..?.g_iit_f.
Fecounry o o STATE. “E'W‘" e CouNTy G P e

b. CCI)TY {1f cutride corpurate Uimits, srite RURAL and give
. . woahip)
TOWN  S5t, Louis, Missourd

B

¢. LENGTH OF c. CITY (12 outeld ts, write RURAL acd o nahi;
STAY (in this plate) QR une wmn,LZ\M—#\"m w ? 7 f
L.days TOWN C 4/

d. FHOUS.PT_&MLEO%F (I not in heapital or institution. :l.n siregt n&ii/rL ot loestion) d.ASJDRREg‘S (If rursl, give loeation} - o
Nermoron  Barnes Hospital, V)
3. NAME OF 5. (First b. (Middle) e (Last .
DECRASED Ho ) Otis H3nll ) 4. DATE (Monts)  (Dsy)  (Year)
( Type or Print) nry inkley L peatH  February L 1949
5. SEX %. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8_DATE OF BIRTH 7 7| % AGE s vean| ¥ Ciom 1 Yo | ¥ moen u ws.
Wn c % . WIDOWED, Dlvonc%/(sn.w) _ - ) Mam-' Days | Houns l Mia.
10a. USUAL OCCUPATION (Give kindof work | 10b. KIND OF BUSINESS OR IN. |A1. BIRTHPLACE (atda o [ —— 12. CITIZEN ORWHAT
done duting moet of working life, even If retired) DUSTRY M WNTRYT
Iﬂa ﬂ Fta. .,

13a. FATHER'S NAME . L& 7 13b. MCITHER'; MAIDEN NAME 14. NAME O ”SBAND 05 _t_is .

" Cesom G- Wrnirn Weeek | AlLs, Meadle,
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INEO MANT';‘} El@!ATURE OR NAME ADDRESS
(Ycl.n_u.ornnkno'a) (If yos, give war or dates of service) NO. ha 5 z w

18. CAUSE OF DEATH MEDICAL CERTIFIGATION . L INTERVAL BETWEEN
Enter only onecauseper | I DISEASE OR CONDITION Asthmaj bronchiectasis; emphysema; ONSET AND DEATH
'Hm for (a), (b}, and {0) DIRECTLY LEADING TO DEAT!-P(,_) _ y T e _ 14

«T8is does not mean | ANTECEDENT CAUSES ) i )
the mode of dying, such | Aforbid conditiona, if any, giving DUE TO (b) = A

ee. It means the dis-

rise 2o the abore cause (a) dating . - . | .
ax heart fallure, asthenta, “the underlying cause last. % é\‘ U -
ease, injury, or complico- _ DUE TO (¢) . . ™
tion which cvsed death. | 1. OTHER SIGNIFICANT CONDITIONS = * = : \ . 4
Conditions contributing to the death but nol Y
| _related to the disease of condition cauzing dealh.
19a. DATE OF OPERA- | 1Sb. MAJOR FINDINGS OF OPERATION : A - " | 20. AUTOPSY?
TION 7
g . . : . YES NO D
21a. ACCIDENT (Bpecily} 21b, PLACE OF INJURY (e.g. inorabout | 2Tc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICID| bome, farm. Iaatory, atreet, office bldg,, et}
HOMICIDE
21d, TIME (Month) (Duy) (Year) (Hour) 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
' . WHILE AT NOT WHILE|
INJURY = | “worx AT WORK
2. T hereby certify that I:attended the deceased from _Jan 31  1shQ 1o Feb Ny - - 19 49, that I last sow the deceased
alive on , 19149 ., and that death occurred at _£200A m., from the causes and on the date stated above,
2. SIGNATURE o (Degros or ti!(h!j 23b. ADDRESS 23¢. DATE SIGNED

2 Pradley ) Barnes Hospital, 2/Li/k9
24a. BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, of county) . (Binte)

removal | 2/ /g Kinmundy,  Illinois

DATE REC'D BY LOCAL-| REGIFJRAR;S SIGN RE
ey Wl B K ilin

WRITE PLAINLY—USING IINFADING BLACK INE-—MAKE A PERMANENT RECORD

az7 /-2:7“0234 .




STATEMENT BY LICENSED EMBALMER

I hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by — .

- . . . Student Embaimer No.

Signed l(j; & %}/QMJW

SIgnad...cccvuiesrcancscssvnnsossnesnsnansane .. Licensed Embalmer No - 5 7 C /’7
P. O. Address /7 o X7 ﬁw

working urnder my persona! supervision,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.




